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Thehomehealthcaresec-

tor is a critical element in

a pandemic influenza emer-

gency response. Roughly

85% of the 1.5 million work-

ers delivering in-home care

to 7.6 million clients are

low-wage paraprofession-

als, mostly women, and dis-

proportionately members

of racial and ethnic minori-

ties.

Home health care work-

ers’ ability and willingness

to respond during a pan-

demic depends on appropri-

ate communication, training,

and adequate protections,

including influenza vaccina-

tion and respiratory protec-

tion. Preparedness planning

should also include support

for child care and transpor-

tation and help home health

care workers protect their

income and access to health

care.

We summarize find-

ings from a national stake-

holder meeting, which

highlighted the need to in-

tegrate home health care

employers, workers, com-

munity advocates, and labor

unions into the planning pro-
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THE HOME HEALTH CARE SEC-

tor is recognized as a critical ele-
ment in the response to an in-
fluenza pandemic.1 On a typical
day in the United States, the
number of patients cared for at
home is nearly 3 times the num-
ber hospitalized.1 The home
health care workforce comprises
some skilled nursing and other
professionals and far more para-
professionals, who provide per-
sonal assistance with tasks such as
bathing, toileting, cooking, and
housekeeping. An important as-
pect of care is the provision of
comfort and companionship to
individuals who may be isolated,
disoriented, disabled, or aged.2

The paraprofessional workforce
may be at high risk for exposure
and infection during a pandemic
event. This risk may arise not only
from work-related exposures but
also from the crowded living con-
ditions and inadequate access to
health care that are common
among low-income workers.3

When formal or informal care-
givers are unable to provide ser-
vices during a disaster, care-de-
pendent community members
may be left without assistance.
Emergency response and public
health planners can provide in-
formed guidance to home health
care workers and employers by
understanding the needs of this
important worker population.

The elderly and the disabled
populations are growing1; esti-
mates project that the number of
elderly with activity limitations
will reach 28 million by 2030,
up from 12 million in 1994.4

Simultaneously, there has been
a shift away from institutional care
(such as nursing homes) and to-
ward community-based long-term
care through the expanded avail-
ability of in-home supportive serv-
ices. This trend is driven by indi-
viduals’ preference to stay in their
own homes, the perception that the
quality of care at home may be
better than that provided by insti-
tutions, and the cost savings real-
ized by home health care.5,6

Recognizing the growing im-
portance of in-home care, the
Agency for Healthcare Research
and Quality convened an expert
meeting in July 2007 to address
the key issues associated with
provision of home health care
services during a pandemic. A July
2008 report, developed by the
agency and the Office of the As-
sistant Secretary for Preparedness
and Response, Department of
Health and Human Services,
summarized the findings and
identified issues to improve pre-
paredness planning.1

To provide a more focused
examination of the issues specific
to protecting the paraprofessional
workforce, the National Institute
for Occupational Safety and
Health convened a stakeholder
meeting in June 2008 (see the
box on the next page). In prepa-
ration for the meeting, we drew
from our previous research on
emergency preparedness and
home health care worker health
needs to delineate 5 broad policy
areas for stakeholders to com-
ment on (Table 1). Here we sum-
marize the findings and advice

expressed by the stakeholders at
that meeting.

HOME HEALTH CARE
WORKFORCE

An estimated 150000 regis-
tered nurses and other professio-
nals work in home health care,7

but roughly 85% of this work-
force (approximately 1.5 million
workers) are low-skilled or un-
skilled paraprofessionals.7

Among them are 787000 home
health aides, who, under the di-
rection of nursing or medical
staff, provide such health-related
services as helping administer
oral medications and assisting
clients with personal care and
light housekeeping tasks.8 They
are generally employed by Medi-
care-certified or licensed home
health agencies and are required
by federal law to pass a skills
competency test that requires 75
hours of training.9

An additional 767000 personal
and home care aides are employed
directly by consumers or agencies
and work with the elderly or
physically or mentally disabled
persons, providing assistance with
personal care, housekeeping, meal
preparation, and shopping. These
workers are not subject to national
training standards, although some
states have established their own
requirements.9

At least 88% of home care and
home health care aides are
women; racial and ethnic minori-
ties are disproportionately repre-
sented.10 Although the workforce’s
racial makeup varies by geographic
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area, nationwide 22.5% of aides
are African American, 18.8% are
Hispanic, and 6.2% are Asian.10

Average hourly wage rates are
between $8 and $10.8 One study

analyzed data from the 1997 to
1999 Current Population Survey
and found that home care aides
were poor, had low levels of edu-
cational attainment, and were

often immigrants.3 The majority of
workers (59%) were older than 45
years, 38% had less than a high
school education, 25% were for-
eign born, 22.2% lived below the

poverty level, and an additional
15.7% were below 150% of the
poverty level. Only half had some
form of health insurance: 24%
through Medicaid or Medicare and

Home Health Care Worker Preparedness and Pandemic Influenza: June 10, 2008

Federal government agencies with roles in
funding, regulating, or researching home
care services or protecting home care
workers and clients

Agency for Healthcare Research and Quality
Center for Medicaid and Medicare Services
Centers for Disease Control and Prevention, Office of Minority Health

and Health Disparities and National Institute for Occupational Safety
and Health

Occupational Safety and Health Administration
Assistant Secretary for Preparedness and Response, Department

of Health and Human Services
State and local government agencies

responsible for preparedness planning for
the elderly and persons with disabilities

Public Health Emergency Preparedness and Response, Montgomery
County, MD Emergency Preparedness Policy, Maryland State
Department of Disabilities

Home health care employer representatives National Association for Home Care and Hospice
HCR Manor Care - Heartland Home Health and Hospice
California Association of Public Authorities for In-Home Supportive Services

Home health care labor unions and worker
advocacy groups

Service Employees International Union, Education and Support Fund
1199 Service Employees International Union, Training and Education Fund
Direct Care Alliance

Academic researchers Center for Public Health Preparedness, Mailman School of Public Health, Columbia
University

Division of Environmental and Occupational Health Sciences, School
of Public Health, University of Illinois at Chicago

Work and Health Research Center, School of Nursing,
University of Maryland

TABLE 1—Home Health Care Worker Preparedness and Pandemic Influenza: Discussion Topics at Stakeholder Meeting, June 10, 2008

Questions to Stakeholders

Role of home

health care workers

If home health care workers provide the only support for low-income clients who are frail or disabled, are they considered essential personnel? What are the

expectations by public health and other community preparedness agencies for the role of home health care workers in increasing surge capacity during

a pandemic?

Ability and

willingness to

respond

What is the degree of ability and willingness of home health care workers to report for duty under different disaster scenarios? What structural interventions

are needed to support workers’ ability, especially with some of the constraints related to agency size and type?

Communication

and training

What elements are needed to effectively communicate and demonstrate that emergency preparedness plans include provisions for protecting worker safety?

Will home health care workers know how to protect themselves in the event they are assigned to take care of a patient with influenza? What channels and

formats can be used to ensure that home health care workers, especially workers with low English proficiency, get accurate, clear information?

Vaccination and

respiratory

protection

What specific barriers exist to developing and implementing a policy for vaccination (either seasonal or during a pandemic) among home health care workers?

Will use of respiratory protection be recommended for home health care workers, and, if so, what provisions for fit testing will be made and how

should they be supported?

Economic, legal

and ethical issues

If home health care workers are mobilized as part of the staffing plan to meet surge capacity, how can we ensure that they will be paid in a timely manner?

How will issues such as child care and transportation be arranged? What kinds of legal protections are available, especially if workers are providing services

outside of their normal job duties? Can home health care workers file for workers compensation if they contract flu while taking care of a client?

Note. Discussion issues were formulated by the authors from their previous research into emergency preparedness and home health care worker health needs.
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25.5% through an employer or
union health plan.3

INHOME CARE PROVIDER
MODELS

In 2007, 7.6 million individuals
received in-home supportive
services, provided through a mix-
ture of public and private and
formal and informal employment
arrangements1; the cost was at
least $76.8 billion dollars.11 Ap-
proximately 17700 home care
agencies and organizations oper-
ate in the United States.1

To supplement the agency
model, especially for the provision
of personal care, a growing num-
ber of states have adopted con-
sumer-directed programs, through
which recipients recruit, hire, and
manage their own workers with
little or no agency involvement. A
unique aspect of these publicly
funded programs is that consum-
ers can hire a family member or
friend to provide in-home sup-
portive services.12 In California,
which has the most extensive
consumer-directed program, ap-
proximately 400000 low-income
elderly and disabled persons re-
ceive services.13 At least 27 states
have adopted some form of con-
sumer-directed in-home support-
ive services.14

In a substantial informal mar-
ket, workers are hired directly by
individuals and families; it is es-
pecially challenging to provide
preparedness training and plan-
ning for these workers. Although
official statistics report that 11% of
home care aides in 2000 were
self-employed,8 one study of
Medicare services found that 29%
of workers providing in-home as-
sistance were self-employed.2

Very little research has examined
the health and safety risks of
home health care workers,
whether employed by agencies

or directly by consumers or their
families.

HOME HEALTH CARE
WORKERS IN A PANDEMIC

During a pandemic, especially
in the earliest phases, public health
officials may encourage nones-
sential workers to stay home.
However, many home health care
workers provide important serv-
ices to frail and dependent clients,
and they may be needed to report
for work.1 In addition to fulfilling
their typical duties, home health
care workers may also provide
surge capacity, assisting, for ex-
ample, with distribution of infor-
mation, infection control supplies,
food, and medications. Home
health care workers will likely also
assist by caring for additional
homebound patients beyond their
usual caseload, including those in
home isolation and hospitalized
patients who are well enough to be
discharged early.1

Clients who are dependent on
in-home supportive services, es-
pecially those without access to
backup caregivers, will continue to
need care during an influenza
pandemic whether or not they
become infected. Data suggest that
more than 30% of home care
recipients live alone and almost
20% have no other primary care-
giver.15 For the majority of elderly
persons and persons with a dis-
ability who are usually cared for
informally by unpaid family
members, paid providers will be
needed if the usual caregivers
become ill or are unable to pro-
vide care. Because many unpaid
family caregivers are elderly
adults themselves, they may be at
higher risk for influenza-related
complications. One study found
that spousal caregivers are less
likely to exercise, take medica-
tions, and get sufficient rest.16

Certain challenges are likely to
face all home health care workers
during a pandemic, regardless of
their usual roles and employment
circumstances. Working in a pri-
vate home places significant limi-
tations on control of the work
environment. Homes lack certain
typical features of an institutional
work setting, such as organized
security, visitor restrictions, and
availability of colleagues and
supervisors. Also, standard health
care infection control measures,
such as appropriate personal pro-
tective equipment, infection con-
trol training and supervision,
laundry and housekeeping serv-
ices, and ventilation systems, are
often lacking.

In the face of suboptimal or
nonexistent workplace protec-
tions, opportunities for exposure
and infection during the provision
of patient care will be similar for
home health care workers,
whether they provide medical
support or personal care services.
Participants at the stakeholder
meeting expressed a strong con-
sensus that preparedness planners
should consider all home health
care workers similarly at risk,
irrespective of their job title or
employer.

ABILITY AND
WILLINGNESS TO
RESPOND

Because home health care
workers play such an important
role, a key concern is workers’
ability (physical or structural) and
willingness to report for duty dur-
ing a pandemic. Several studies
examining the ability and willing-
ness of the general health care
workforce document low levels of
intention to report for duty during
a pandemic.17–21

One study, conducted in 2005
of more than 6400 employees in

47 New York City long-term care
facilities and outpatient centers,
presented a variety of disaster
scenarios.19 More than 80%
reported an ability to report to
work following a mass-casualty
event (an explosion at Yankee
Stadium), but fewer than two
thirds (63.5%) reported an ability
to report to work following a se-
vere acute respiratory syndrome
outbreak. The 2 most commonly
reported structural barriers to
reporting to work were transpor-
tation issues (33%) and child care
(29%), and the most important
barriers to willingness were fear
and concern for family (47%) and
self (31%).19

A more recent survey of more
than 300 employees from three
county health departments in
Maryland yielded similar results:
slightly more than half (54%) of
respondents indicated that they
would report for work during an
influenza pandemic.21 The only
published account of response
intentions in home health care
workers found that only 11% of
workers intended to report for
duty if the client was in quarantine
because of a serious infectious
disease such as pandemic influ-
enza.20

Research demonstrates a dis-
tinct difference between workers’
perception of their ability and
their willingness to report to work.
The survey of New York City
workers found little distinction
between ability and willingness to
report following a mass-casualty
event, but fewer than half the
respondents (48%) indicated will-
ingness to report to work in an
infectious disease disaster sce-
nario.19 Factors associated with
willingness include degree of per-
ception of risk (linked to lack of
effective protections and degree of
perceived ‘‘dreadedness’’ of the
disease) and organizational
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commitment to employee safety
(e.g., safeguarding workers
through respiratory protection
and vaccination policies and pro-
cedures). Also, workers who be-
lieve that they would have an
important role to play appear to be
more willing to respond.19–21

Improving worker retention is
a major policy goal in the home
health care industry22 and will be
especially important during a pan-
demic. Despite low wages and
benefits, turnover among para-
professionals in the home health
care industry is roughly half that
of aides in nursing homes.23,24

Studies suggest that in-home care
providers acknowledge con-
straints but find rewards in the
autonomy and creativity of their
jobs.25 Although financial rewards
are important to worker retention,
several job qualities are even more
important, including training and
supervision and peer support.5

A major study surveyed more
than 3000 home health care aides
and aides working in long-term
care institutions such as nursing
homes. Home health care workers
reported fewer job problems,
greater rewards, and more posi-
tive perceptions of supervision
than did institutional employees.
In general, with the exception of
income, the job rewards were
greater than the job problems for
home health care workers.22 The
stakeholder meeting participants
reiterated the message that home
health care workers are highly
committed to their clients, which
might result in higher-than-antici-
pated response rates during a pan-
demic.

COMMUNICATION AND
TRAINING

Workers’ willingness to report
to work during an influenza pan-
demic is most likely to be correlated

with employers’ commitment to
worker safety, such as the provision
of adequate protective equipment
and training, including adequate
knowledge about the clients’ health
status.19 Pandemic training should
be specific to home health care
workers’ roles and duties, in-
cluding how and when to attend
to their clients, how to protect
themselves from exposure, and
information on transportation
and child care options, if appli-
cable.20

Occupational health and safety
training for home health care
workers is known to be challeng-
ing for several reasons, such as
limited access to workers, limited
financial resources for training,
and insufficient linguistically and
culturally appropriate training
materials for the diverse worker
population.26 Peer education is
a well-developed approach in
health and safety training.27,28

Programs built on peer trainers’
knowledge, expertise, and credi-
bility appear to result in higher
levels of worker engagement in
the training process.29,30

Participatory research collabo-
rations have documented the ef-
fectiveness of union-led peer edu-
cation, with workers assuming
roles as curricula writers and
leaders of train-the-trainer pro-
grams.31,32 Effects included in-
creased participant confidence,
increased willingness to make
necessary workplace health and
safety changes, improved handling
of safety-related incidents, reduc-
tion in safety-related incidents, in-
creased communication between
workers and managers, and con-
sistent implementation of training
principles at work.33,34 Similar
community-based peer education
methods have been especially ef-
fective for low-income, non–En-
glish-proficient populations.35

Participants at the stakeholder

meeting recommended that a sim-
ilar approach be taken; workers
identified and trained in advance
of an influenza pandemic could
then serve as peer trainers during
a pandemic.

An effective communication
plan must include the develop-
ment of messages that convey
organizational preparedness and
commitment to workers’ safety
and that are appropriately tested
in the diverse worker population.
Formative research is needed to
tailor pandemic influenza pre-
paredness messages to the home
health care worker population (as
well as their clients), especially in
light of their lower literacy and
English proficiency. A similar ap-
proach was useful in developing
a safety intervention program for
a diverse population of English-,
Spanish- and Cantonese-speaking
home care aides.26

Home health care workers can
also serve as effective trainers for
their clients, transmitting impor-
tant preparedness messages to
hard-to-reach elderly persons and
those with disabilities. For exam-
ple, public health officials in
Montgomery County, Maryland,
developed a simple emergency
preparedness checklist designed to
ensure that clients receiving home
health care develop an emer-
gency plan and gather a 3-day
supply of 9 essential items. The
program was adopted countywide
after a pilot test found that clients
who had a 3-day supply of 5 or
more essential items increased
from 50% at baseline to more
than 90% after only 3 months of
the program.36

PREVENTION AND
PROTECTION

Prevention during an influenza
pandemic depends on the avail-
ability of effective vaccines and

antiviral agents. The federal gov-
ernment is promoting the rapid
development, testing, production,
and stockpiling of vaccines tar-
geted toward likely pandemic in-
fective strains.37 Medical and
public health workers who have
direct patient contact are likely to
be given high priority for receipt
of stockpiled vaccine.38 However,
because of the range of in-home
care employment arrangements,
some workers may be inadver-
tently overlooked by public health
authorities.

Communication and outreach
are important to ensuring ade-
quate vaccination coverage for
home health care workers. Devel-
oping programs to improve home
health care worker coverage with
seasonal influenza vaccination was
suggested by stakeholders as 1
potential means for improving
preparedness for a pandemic vac-
cination program. Although sea-
sonal influenza vaccination is rec-
ommended for all health care
workers, vaccination rates are
about 42% for health care work-
ers overall and likely to be even
lower for home health care work-
ers.39

Table 2 shows the current pri-
ority advice for vaccination of
health care workers with pan-
demic influenza vaccine. Home
health aides who work under the
direction of nursing or medical
staff may be more likely to be
included among the home health
care workers designated as tier 1.
However, some in-home care
providers may be mistakenly clas-
sified as community support
workers or other health care
workers and placed at a lower
priority level. Participants at the
stakeholder meeting felt that this
potential for misclassification is
among the most important public
health policy concerns affecting
pandemic influenza preparedness
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for the home health care popula-
tion.

If a vaccine is not available in
adequate supply or if a new strain
emerges for which a vaccine is less
than optimal, antiviral agents may
also be used to prevent the onset
of infection. Prophylaxis of high-
risk health care workers and
emergency services personnel and
postexposure prophylaxis of
workers in the health care and
emergency services sectors who
are not at high exposure risk are 2
additional options for allocating
larger quantities of antiviral drugs
in a pandemic.38 As with vaccina-
tions, it will be important to in-
clude in-home care providers as 1
component of the health care
worker target population when
acquiring and distributing ade-
quate antiviral supplies.

The Centers for Disease Control
and Prevention and the Occupa-
tional Safety and Health Adminis-
tration have developed recommen-
dations for respiratory protection
for health care workers during
a pandemic.41 Use of N95 respira-
tors for direct care activities involv-
ing patients with confirmed or sus-
pected pandemic influenza is
suggested; if adequate supplies of
N95 respirators are not available,

surgical masks may provide protec-
tion against large-droplet exposure.

Staff with responsibility for di-
rect patient care of suspected or
confirmed pandemic influenza
patients should be medically
cleared, trained, and fit tested for
respirator use in advance of
a pandemic. Though challenging,
planning for acquiring and dis-
tributing adequate supplies and
training home health care workers
in the use of respiratory protection
and other personal protective
equipment such as gloves will be
important. Such programs will also
build organizational trust that may
have important implications for
workers’ willingness to report for
duty.

ECONOMIC, LEGAL, AND
ETHICAL ISSUES

Home health care workers may
be at risk for becoming ill during
a pandemic, not only through their
role as a care provider but also
because of nonwork-related fac-
tors associated with their low so-
cioeconomic status. They may live
in lower-income housing where
domestic crowding is more preva-
lent. Parents in lower-wage occu-
pations may be more likely to keep

their children in communal child
care settings where exposure risks
are likely to be higher, thus in-
creasing their risk of exposure
from their infected children.42

Uninsured workers are less likely
to have a regular source of health
care and more likely to receive
their primary care at public clinics
or emergency rooms, with their
higher risk of airborne exposures
to infectious respiratory agents.42

Loss of income during a pan-
demic could have catastrophic
effects on low-income workers
and will also likely influence deci-
sions about home health care
workers’ willingness to report to
work, even without adequate pro-
tections in place to safeguard them
from exposure.43

If home care aides develop in-
fluenza symptoms after a work
exposure and need to be isolated
to avoid infecting their clients or
others, protection of their wages
will be an important incentive to
ensure that they stay at home.43

Although workers’ compensation
is intended to provide coverage
for the treatment of occupational
illnesses and to provide wage re-
placement for the period that the
employee cannot work, many
home health care workers face

challenges in obtaining workers’
compensation benefits.44 These
include lack of familiarity with the
program, significant legal obstacles
to establishing a valid case, and
delays in the initiation of benefits.

During an influenza pandemic,
several liability concerns will di-
rectly affect home health care.
Workers may be asked to perform
duties outside of their normal
scope of work and training. Deci-
sions may need to be made about
priorities for care, especially as the
pandemic becomes more wide-
spread. Workers may need to dis-
continue care of their patients to
protect their own health or to care
for ill family members.

The presidential declaration of
a national emergency or disaster,
along with the declaration of
a public health emergency by the
secretary of the Department of
Health and Human Services, may
be the basis for the secretary to
invoke a waiver authority under
the Social Security Act, which may
permit increased regulatory flexi-
bility for home treatment and
patient transfers. However, antici-
pating liability issues and prepar-
ing and training home health care
workers about their rights and
responsibilities will limit confusion
and anxiety and ensure good
continuity of care.1

FINDINGS

The home health care work-
force is dedicated to helping el-
derly individuals, persons with
disabilities, and others lead inde-
pendent lives within the commu-
nity. However, during a pandemic
the risk workers face of becoming
infected or infecting members of
their own families presents daunt-
ing safety challenges. Prepared-
ness planning can help ensure the
safety and well-being of home
health care workers and their

TABLE 2—Vaccination Target Groups, Workforce Estimates, and Tiers for Severe, Moderate, and Less

Severe Pandemics as Defined by the Pandemic Severity Index

Target Group Workforce Estimate

Pandemic Severity Index

Severe Moderate Less Severe

Public health personnel 300 000 Tier 1 Tier 1 Tier 1

Inpatient health care providers 3 200 000 Tier 1 Tier 1 Tier 1

Outpatient and home health providersa 2 500 000 Tier 1 Tier 1 Tier 1

Health care providers in long-term care facilities 1 600 000 Tier 1 Tier 1 Tier 1

Community supporta and emergency management 600 000 Tier 2 Tier 2 Not targeted

Other important health care personnela 300 000 Tier 3 Tier 3 Not targeted

Note. Tier 1 indicates the highest priority for vaccination.
Source. Guidance on allocating and targeting pandemic influenza vaccine.40

aCould include home health care workers.
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families during a pandemic, as well
as the well-being of both their
regular clients and homebound
influenza patients. The following
suggestions were proposed by
stakeholders.

Federal, state, and local pan-
demic preparedness planners
should consider approaches to
help home health care workers
protect their income; obtain access
to health care, especially in light of
their low rate of insurance
coverage; obtain structural sup-
port for child care and transpor-
tation; and receive the necessary
training for caring for clients. Ul-
timately, state and local planners
should define the specific duties,
the legal hurdles regarding pay
and liability, the communication
strategies, and the monitoring
plans that will be needed during
a pandemic.

All home health care workers
should be considered part of the
health care infrastructure and re-
ceive high priority for vaccinations,
antiviral prophylaxis and treatment,
and access to and training in re-
spiratory protection, when indi-
cated. Home health care employers,
the home health care workforce,
community advocates, and labor
unions need to establish communi-
cation networks and be integrated
into the planning process.

Communication strategies
should emphasize maintaining
a constant state of preparedness
through messages that can be in-
troduced during the regular influ-
enza season. Improving annual
seasonal influenza vaccination
coverage among home health care
workers will serve as an important
component of a preparedness
program.

Communication materials for
workers and their clients should
be available in multiple languages
and should incorporate simple text
and clear illustrations. Including

workers and clients in the devel-
opment and testing of these mate-
rials will improve their effective-
ness.

Many stakeholders recom-
mended identifying a subgroup
of workers who might volunteer
to participate in a special influ-
enza training program and who
could serve as peer trainers
and assist with communication
and coordination during a pan-
demic. Establishing such pro-
grams would require targeted
funding. j
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